An otherwise healthy 36-year-old man presented to the emergency department with left-sided abdominal pain and an absence of bowel movements for the preceding 4 days. A clinical diagnosis of benign constipation was made, and the patient was discharged home. He returned to the emergency department the following day with continued abdominal pain that was now accompanied with nausea, vomiting, and fever. A surgical history of a remote appendectomy and a vasectomy 3 weeks before presentation were noted.
Radiologic Findings
An unenhanced CT identified a small, dysplastic kidney in the left upper quadrant, with associated inflammatory changes and fat stranding that contributed to a differential diagnosis of pyelonephritis ( Figure 1) .
A triphasic intravenous and oral contrast-enhanced CT scan subsequently demonstrated an absent left renal artery, a dysplastic left kidney with associated retroperitoneal stranding and hydroureter with ectopic insertion into seminal vesicle cysts (Figures 2 and 3 ). Axial CT images obtained in the delayed phase could not identify contrast excretion from the left kidney ( Figure 2 ). The right kidney was normal, with mild compensatory hypertrophy ( Figure 2 ). The delayedphase coronal CT images identified contrast exiting the right kidney via a ureter that traveled laterally past dilated seminal vesicles and subsequently inserted into the bladder (Figure 3 ). A lack of contrast excretion from the left kidney was evident, with a dilated left ureter inserting into distended seminal vesicle cysts ( Figure 3 ). An ultrasound further clarified the diagnosis of seminal vesicle cysts by identifying dilated seminal vesicles located posterior to the bladder ( Figure 4 ).
Discussion
Seminal vesicle cysts are an anatomic curiosity that were first described and linked with renal malformations in 1914 [1] . Currently, fewer than 100 cases have been documented in the literature [2, 3] . A previous study that used renal ultrasound in more than 280,000 children identified pelvic cystic dilatations associated with renal abnormalities in 0.0046%, only a portion of which were caused by seminal vesicle cysts [4] .
The associated anomalous development of the genital and urinary tracts is caused by their common embryologic origin in general, and to alterations of the mesonephric ducts and ureteral buds in particular. Kidney development depends on the complex interplay between the ureteral bud and the mesonephric duct. The ureteral bud arises off the dorsal aspect of the distal mesonephric duct, extends cranially, and eventually induces differentiation of the metanephric blastema: a process that results in the formation of the adult kidney. If an anomaly of the mesonephric duct occurs, it will lead to an altered or absent ureteral bud that subsequently yields renal agenesis, or dysgenesis, along with mesonephric duct anomalies such as ejaculatory duct atresia, seminal vesicle obstruction, and cyst formation [3] . If however, the mesonephric duct is normal and only the ureteral bud fails to meet the metanephric blastema, then one will have an ipsilateral renal anomaly with normal seminal vesicle development [3] .
Therefore, in most cases of congenital seminal vesicle cysts, renal anomalies are present with ipsilaterally located ectopic ureters [2] . In a review of 13 cases seen from 1970e 1988, the most common site of ectopia was into the seminal vesicle (58%), with insertion into the ejaculatory duct (17%), and prostatic urethra (8%) also being reported [2] . The degree of renal malformation ranged from complete agenesis (in 42%) to small amounts of renal tissue (17%) [2] .
Seminal vesicle cysts may be acquired or congenital. Typically, acquired seminal vesicle cysts are bilateral and found in patients with a history of epididymitis, prostatitis, prostatic surgery, or surgeries that result in obstruction of the seminal tract [2] . Pain is typically the most common presenting symptom, however, other patients have described the occurrence of dysuria, frequency, hematuria, and, very rarely, enuresis [3] . Most patients present in the second to third decade of life when the greatest sexual activity occurs [3] . A differential diagnosis can include prostate gland cysts, bladder diverticula, or ureteroceles [5] .
The exact cause of pain may be related to the mass effect, and numerous reports detail different management strategies. One report highlights a 30-year-old patient with dysuria and pain on ejaculation for 4 months [6] . In that case, aspiration via transrectal ultrasound was performed, and a follow-up at 3 months showed complete abolition of the cyst and resolution of symptoms [6] . However, transrectal aspiration only transiently relieves symptoms and is associated with recurrences and possible infections [7] .
Open surgical resection has been viewed as the criterion standard to relieve pain and obstructive symptomology. It may be accomplished via transvesical, transperitoneal, retroperitoneal, or posterior transcoccygeal approaches [8] . A case report in 1995 detailed a laparoscopic excision of a seminal vesicle cyst [9] , and, in 2002, Cherullo et al [8] assembled the largest series to date (3 patients) of surgically treated seminal vesicle cysts. These patients were collected over a 17-year period at the Cleveland Clinic. The mean age was 37.5 years, with 1 open and 2 laparoscopic excisions. The operative time for the laparoscopic cases was 195 minutes, with a mean estimated blood loss of 325 mL. A transperitoneal approach was used and yielded excellent visualization, a short hospital stay, and minimal postoperative pain [8] . The investigators concluded that en bloc resection of the ipsilateral seminal vesicle, cyst, ectopic ureter, and dysplastic renal tissue was the treatment of choice [8] .
Conclusions
Seminal vesicle cysts with associated ipsilateral renal dysgenesis are rare. We present the case of a 36-year-old man, after a vasectomy, presenting with abdominal and flank pains. Radiologic imaging made the diagnosis, and the patient was treated with ampicillin and then discharged home. As evidenced by this report, conservative treatment of this unique condition plays an initial role in management. However, should repeated presentations occur in a patient with known seminal vesicle cysts, surgical resolution by using a transperitoneal, laparoscopic approach is likely warranted.
